Objective: Low socioeconomic status (SES) in childhood confers risk for poor physical health later in life. This study prospectively examines whether improvements in family SES protect youth from developing physical health problems by adulthood and whether such effects differ by race or age. Method: Participants are a school-based sample of urban Black (53%) and White (47%) men (N ϭ 311). Using latent growth curve modeling, we prospectively examined whether changes in family SES measured annually between Ages 7 and 16 predicted physical health diagnoses in adulthood (Age 32). Family SES was assessed as a weighted composite of parental education and occupational status. Physical health diagnoses were assessed as a count of self-reported medical conditions from a health history interview. Results: Consistent with macroeconomic trends, on average, family SES increased until the early 1990s, then remained flat until rising again in the mid-1990s. During each of 3 independent developmental periods, boys raised in families who experienced more positive changes in SES reported fewer physical health diagnoses in adulthood. These effects did not vary significantly by race and remained after controlling for initial childhood SES, childhood health problems, concurrent adult SES, and weight (Body Mass Index or reported overweight). Conclusions: Initial childhood SES did not predict physical health, whereas relative improvements in SES over a 10-year period did. If the families of Black and White boys were upwardly mobile, it appeared to protect them from developing physical disease, and upward mobility was additively protective across developmental periods examined here.
later health, whereas another perspective is that there is a critical period that, should adverse circumstances arise, renders the individual less likely to be in good health later (Matthews & Gallo, 2011) . Many suggest that the earlier these negative experiences began, the worse the outcome (i.e., that the individual cannot completely recover). Yet from a developmental perspective, childhood as well as early and late adolescence have their unique tasks and demands for developing skills and behaviors, a sense of identity, and positive interactions with others (e.g., Repetti, Taylor, & Seeman, 2002) . Hence, interference with the process of development related to social environmental factors may result in setbacks at each stage.
Prospective longitudinal studies that have tracked changes in family SES across multiple developmental periods can provide unique insights into the potential influence that changes in family SES may have on later adult health. To date, no published longitudinal studies have examined whether systematic changes in family SES across potentially sensitive periods in early life (childhood and adolescence) are associated with later adult health. Longitudinal studies that assess SES change do not focus on change in family SES during childhood and adolescence (Matthews, Schwartz, & Cohen, 2011; Pollitt et al., 2005) . Instead, these studies typically measure family SES in childhood and contrast that with the child's achieved SES at some point in adulthood (Brennan & Spencer, 2014; Poulton et al., 2002) . Studies that have examined changes in family SES during childhood have measured health-related outcomes in childhood (e.g., risk of asthma; Kozyrskyj, Kendall, Jacoby, Sly, & Zubrick, 2010) , before many of the most serious and common health problems can be diagnosed. Moreover, studies in this area have suffered from several limitations, including the use of adult retrospective report to assess childhood SES, inclusion of predominately White samples, and the use of somewhat crude indicators of family SES (e.g., number of bedrooms in the house; Marin, Chen, & Miller, 2008) .
Although retrospective reports of SES proxies, such as reports of the number of bedrooms in the house, may be accurately recalled later in life, it is not as valid an indicator of SES as are direct assessments of SES in early life (e.g., education, occupation, income of parents). The inclusion of predominantly White samples is also a serious limitation of previous research, given the socioeconomic disadvantage of Blacks in the United States and calls to understand health disparities at the intersection of SES and race (Williams, Mohammed, Leavell, & Collins, 2010) . Previous research has shown that higher SES and greater improvements in SES in adulthood are associated with fewer improvements in self-rated health in Blacks compared with Whites (Farmer & Ferraro, 2005) , but, to our knowledge, whether race moderates any protective effect of upward mobility in early life on physical health in adulthood has not been tested.
The Current Study
To address limitations of current knowledge, this investigation uses data from a longitudinal study in the United States that assessed family SES annually from childhood to adolescence (ϳAges 7-16) among an urban community sample of Black and White men, prospectively examining whether upward social mobility during childhood and adolescence predicts better physical health in adulthood (at approximately Age 32). Critically, this sample allows us to examine the intersection between race, upward social mobility, and its potential protective effects on health. Further, the sample transitioned from childhood to adolescence during the economic recession in the early 1990s, making it possible to examine changes in SES that varied within and between families during distinct time periods before (ϳAges 7-10), during (ϳAges 10 -13), and after (ϳAges 13-16) the recession. Using this unique data set, the current study (a) describes average change in family SES as boys transitioned from childhood to adolescence; (b) examines whether individual differences in upward social mobility during time periods linked to developmental phases uniquely predict physical health outcomes in adulthood; and (c) determines whether upward social mobility has a similar impact on adult health in both Black and White males. Importantly, effects of upward mobility are examined after controlling for family SES at the beginning of the study, health problems present at the beginning of the study, a history of being overweight, and current (achieved) adult SES.
Method Participants
Participants were drawn from the Pittsburgh Youth Study (PYS). The PYS is a population-based longitudinal study of 503 boys who were initially recruited from Pittsburgh Public Schools in 1987-1988. The current study includes the youngest cohort of the PYS. This cohort was selected from a larger pool of 1,165 children registered to attend first grade. Eight hundred forty-nine children were randomly selected to undergo a multi-informant (i.e., parent, teacher, child reports) screening that assessed early conduct problems (e.g., fighting, stealing). Boys identified at the top 30% on the screening risk measure (n ϭ 256), and a roughly equal number of boys randomly selected from the remainder (n ϭ 247), were selected for longitudinal follow-up (total N ϭ 503). The follow-up sample was not significantly different from the random screening sample in terms of race, family composition, or California Achievement Test reading scores. The boys' mean age at screening was 6.9 years, and racial composition was predominately White (40.6%) and Black (55.7%). Nearly all primary caregivers were biological mothers (92%), with 45.3% cohabiting with a partner and 16.9% completing less than 12 years of schooling at study entry. Over half of families (61.3%) were receiving public financial assistance (e.g., food stamps) at study entry.
Following screening, boys in the PYS were assessed every 6 months for the first 4 years, then annually for 9 years. Interviews were conducted separately with parents and children, typically within the participants' home. Phone interviews were conducted with families that moved outside of a reasonable driving distance. Teachers also completed rating scales assessing the boys' behavior. Greater detail on participant selection and sample characteristics is available elsewhere (Loeber, Farrington, StouthamerLoeber, & White, 2008) .
Men in the PYS were recontacted in adulthood to participate in the current study examining early factors related to the development of adult physical health problems. More specifically, letters were sent inviting the men to be in the project, and nonresponses were followed up by phone. If interested, participants came to the lab and signed consent forms after verbal explanation and time to This document is copyrighted by the American Psychological Association or one of its allied publishers.
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read the form. If participants were unable to come to the lab but were willing to complete interviews and questionnaires, then consent was attained by reading and explaining the consent form and procedures by phone followed by sending a copy of the form through the mail. 
Measures
Family SES. Family SES was measured using the twoindicator Hollingshead Index, which is calculated based on the highest education attained and current occupational prestige (Hollingshead, 1975) . At each annual assessment from childhood to adolescence (ϳAges 7 to 16), the Hollingshead Index was calculated for the primary female and/or male caretaker in the home. Growth curves were examined up to Age 16 and not after, because after Age 16, the SES data was collected in relation to the boys' SES, rather than the SES of the parent(s). When two caretakers were present, SES was indexed using the higher of the two scores. Changes in SES were primarily driven by changes in occupational prestige rather than education, as occupational prestige changed within our sample to a greater degree (correlations among years ranged from .20 to .57, with an average correlation of .38) than did education (correlations among years ranged from .50 to .89, with an average correlation of .64).
Additionally, analyses examined whether an alternative measure of socioeconomic deprivation during childhood and adolescence showed a similar pattern to that of the Hollingshead Index. This measure was assessed by counting the presence or absence of the following indicators of socioeconomic hardship: (a) family receiving public assistance, (b) single-parent household, (c) any parent unemployed more than 4 months in the past year, (d) highest parent education below completion of high school, and (e) parental occupation of semiskilled worker or less.
Adult physical health diagnoses. At Age 32, participants' medically diagnosed physical health problems were assessed using a structured health history interview. Specifically, men were asked whether they had ever been diagnosed with a number of physical health problems (e.g., high blood pressure, diabetes, migraines; see Table 1 for full list). Endorsed items were summed. This count variable was then organized into five categories (see Table 2 ). Previous studies have found high agreement ( ϭ .74 -.92) between self-reported and physician-reported diagnoses, supporting the validity of this measure (Baumeister, Kriston, Bengel, & Härter, 2010) . As an additional check, we examined whether participants who were taking medications for a medical condition also self-reported the presence and treatment of that medical condition (e.g., if taking high blood pressure medications, did they also report being diagnosed with and treated for high blood pressure). In every case, participants' medical regimen matched the relevant self-reported health condition. Additional sensitivity analyses considered only the most serious medical conditions, eliminating hay-fever/allergy and migraines.
Covariates Concurrent adult SES. Men self-reported information on current education and employment, which was used to calculate the Hollingshead Index.
Childhood physical health problems. Parents reported whether their son had experienced a number of different physical health problems at the initial assessment in childhood (see Table   Table Note. Values are number of participants. Two participants were missing the Baseline Health Questionnaire. "Other health problem" is not treated as the same category across time points because different health problems were asked about at each time point, and thus this question is not equivalent at baseline and follow-up. BP ϭ Blood Pressure; TIA ϭ Transient Ischemic Attack. a Less serious health conditions that were excluded in sensitivity analyses; results were not significantly affected. This document is copyrighted by the American Psychological Association or one of its allied publishers.
1). Many of the problems were identical to those assessed in adulthood. Endorsed items were summed to control for preexisting physical health problems in childhood. This variable allowed us to control for baseline health, allowing us to account for the possibility that differences in physical health preceded differences in family socioeconomic growth, thus strengthening conclusions about our hypothesized temporal ordering. Overweight during childhood and adolescence. Parents and teachers rated the extent to which they believed the child was "overweight" using the Child Behavior Checklist (Achenbach & Edelbrock, 1986) and Teacher Report Form, respectively. Response choices were not true (0), somewhat true (1), very true (2). Parent and teacher ratings were averaged at each year, and then averaged across all assessments spanning from childhood to adolescence (Ages 7 to 16). Parent and teacher reports were highly correlated (r ϭ .76). This measure allowed us to account for the possibility that differences in this common risk factor for poor health preceded or co-occurred with differences in family socioeconomic growth, thus ruling out overweight as a possible unmeasured confound.
Body mass index (BMI).
In a subset of the sample (n ϭ 230), BMI was measured once at Age 16. BMI was measured objectively using a scale and tape measure; heavy clothing was removed prior to assessment. Hence, models controlling for the influence of this objective measure of weight were also tested, though the sample size was smaller for these analyses. This objective measure of BMI was highly correlated with the measure of overweight during childhood and adolescence (r ϭ .67), and provided the opportunity for a more stringent test of whether weight confounded the association between our variables of interest.
Statistical Analyses
Latent growth curve modeling was used to examine whether baseline family SES and changes in family SES from childhood to middle adolescence were associated with physical health in adulthood (Duncan & Duncan, 2004) . Notably, we also initially examined whether a group membership approach, such as growth mixture modeling, may usefully and reliably categorize individuals into groups based on patterns of change over time. However, we did not find useful group distinctions for our questions of interest. For example, results did not reveal a stable group, a group decreasing in SES, and a group increasing in SES. This is likely primarily because most participants' family SES increased from childhood to adolescence. Hence, the current analyses allowed us to examine whether rate of change within individuals was prospectively associated with better health, which allows for stronger causal inference than showing differences among groups.
Latent growth curve models allow for modeling an individual rate of change in SES (i.e., slope) for each member of the sample. First, nested unconditional growth models were modeled to determine the nature of change in family SES over time (e.g., linear, quadratic, cubic), specified using maximum likelihood estimation (MLE) within Mplus (Muthén & Muthén, 1998 . MLE estimates withinindividual change using all available data rather than resorting to listwise deletion. MLE provides unbiased parameter estimates under the assumption that missed observations are missing at random. The amount of missing data at any one wave of data collection was between 10% and 15%. A chi-square difference test for nested models was used to determine whether adding quadratic and cubic rates of change significantly improved model fit. Intercept (i.e., SES at Age 7) and slope factor variances were freely estimated (vs. fixed) in order to model individual variability in initial family SES and rates of change in SES over time. Model fit was assessed using the comparative fit index (CFI), the root mean square error of approximation (RMSEA), and the standardized root-mean-square residual (SRMR). For CFI, conventional cutoff values of .90 or greater indicate acceptable fit, and .95 or greater indicate good fit (McDonald & Ho, 2002) . RMSEA values between .05 and .08 represent an acceptable fit, and values less than .05 indicate a good fit (McDonald & Ho, 2002) ; and SRMR values less than .08 represent good fit (Hu & Bentler, 1999) .
Following the specification of the unconditional growth model, analyses examined whether family SES at baseline (i.e., intercept) and rates of change in SES from childhood to adolescence (i.e., This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
slope) predicted physical health problems in adulthood. Weighted least squares estimation was used in the models predicting physical health given the categorical nature of the outcome. Model fit was determined using the aforementioned procedure. Race differences in the association between childhood SES and physical health were assessed by conducting a multigroup analysis in Mplus. We also compared the predictive utility of the three splines on physical health in order to evaluate whether change in SES at any one particular developmental period was more strongly predictive of adult physical health. To examine whether the associations between the three splines and physical health differed significantly, a model constraining the association (regression weight) between the three slopes and physical health to be equivalent was compared with a model in which these associations were allowed to differ from one another. Lastly, to examine whether race moderated the effect of social mobility on physical health, we compared associations between the three splines and physical health across race for each spline individually and collectively (testing the equivalence of all splines at once in an omnibus fashion). Again, the equivalence of parameters across race are examined by comparing a model constraining the associations (regression weights) between races to be equivalent compared with a model in which these associations are allowed to differ from one another.
Results
Descriptive statistics are presented in Table 2 . On average, participants reported low to middle current adult SES and were also living in low to middle SES households at Age 7. Blacks, compared with Whites, in our sample reported lower SES at Age 7 and lower current adult SES (see Table 2 ). There were no race differences in reported physical health diagnoses (p ϭ .98). Childhood SES at Age 7 was moderately correlated with current adult SES (r ϭ .34, p Ͻ .001) and was not significantly correlated with the number of physical health diagnoses experienced by adulthood (Spearman's ϭ .05, p Ͼ .30). However, higher concurrent adult SES was associated with a lower number of physical health diagnoses ( ϭ Ϫ.14, p Ͻ .01).
Pattern of Change in SES From Ages 7 to 16
In order to examine the presence and shape of change in SES over time in our sample, we first compared the null model (an intercept only model) in which change is estimated to be zero (i.e., slope fixed at 0) with a model that allowed change to be freely estimated (Bollen, 1989) . The model including change in SES fit the data significantly better, ⌬ 2 (3) ϭ 34.9, p Ͻ .001, indicating that there is significant change in SES in our data compared with a constant mean. We then repeated this procedure with a quadratic term, comparing a model with estimated linear slope only with a model that included both linear and quadratic rates of change. Chis-square difference testing indicated that including a quadratic component significantly improved the fit, ⌬ This final model is consistent with larger macroeconomic changes during this same time period, including a recession in 1991 (see Figure 1 ). This piecewise model accurately representing the data allows us to examine three separate slopes reflecting rates of change in SES before, during, and after the 1991 recession (see Figure 1) . The model included linear SES change from Age 7 to 10 (middle childhood), from Age 10 to 13 (late childhood), and from Age 13 to16 (middle adolescence), and choices of age groupings were data driven (Age 10 and 13 were the ages when SES slopes were discontinuous). Ages 10 and 13 are what is commonly referred to as a "knot" in latent growth curve modeling, which is the time point that represents both the end of one period of linear change (i.e., slope) and the beginning of another.
For each spline (middle childhood, late childhood, and middle adolescence), the median slope was positive, reflecting general trends of upward mobility. Median values for spline slopes were .39, .12, and .35, respectively. This can be interpreted as a .39-point annual increase in the Hollingshead Index during middle childhood, for example. Slopes for each developmental period also showed significant variability (variance ϭ .51, SE ϭ .06, p Ͻ .001), indicating significant variability in individual SES trajectories in the sample during each of the three time periods. Ninetyfive percent of individuals in the sample evidenced estimated slopes that fell between Ϫ2.6 and 4.3 for Spline 1, between Ϫ3.3 and 3.7 for Spline 2, and between Ϫ2.8 and 3.9 for Spline 3. Hence, there was significant variability in the rate and direction of change of SES within each of the three time periods, and most participants (65%) evidenced positive change in SES. Additionally, intercorrelations among the three slopes were moderate (all |rs| Ͻ .38), indicating that relative rates of change in family SES tended to vary across developmental periods (e.g., it was not always the same families increasing at the fastest or slowest rates). Hence, stable family characteristics across time alone were not driving increases in SES.
The piecewise model including three linear splines (described at the beginning of this section) fit the data equally well for both Black and White participants (both 2 s[41] Ͻ 57.8, p Ͼ .04, CFI Ͼ .98, RMSEA Ͻ .05, SRMR Ͻ .05). Additionally, there were no significant racial differences in rates of change of SES (all ⌬ 2 s[1] Ͻ 2.6, p Ͼ .10), showing that upward mobility was similar and statistically indistinguishable between racial groups during each of the three time periods (see Figure 1) . Although change in SES (i.e., slopes) did not differ by race, levels of SES did differ by race: the families of Black men had lower average SES than the families of White men at all time points (all ts Ͼ 2.6, ps Ͻ .01, for annual assessments of SES).
Predicting Physical Health
Next, analyses examined whether initial SES (ϳAge 7) and changes in family SES during each of the three splines uniquely predicted the number of physical health diagnoses in adulthood.
Results indicated that greater increases in family SES during
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each of the three splines (e.g., developmental periods) independently predicted significantly fewer physical health diagnoses by Age 32 (see Table 3 ). This effect remained significant even after controlling for initial family SES, preexisting physical health diagnoses, and other model covariates.
To test whether changes in SES at any one particular developmental period were more strongly predictive of adult physical health, a model constraining the association (regression weight) between the three slopes and physical health to be equivalent was compared with a model in which these associations were allowed to differ from one another. Allowing the associations between changes in SES at each time period and physical health to differ did not significantly improve model fit relative to the more parsimonious model in which SES changes during each time period had an equivalent association with physical health, ⌬ 2 (3) ϭ .02, p Ͼ .90. Hence, the effect of changes in SES on physical health was specified in the statistical model to be equivalent across the three time periods.
Controlling for objectively assessed BMI. As an additional check, we also examined a subset of the sample (n ϭ 230) whose Figure 1 . SES trajectories of study participants from childhood through adolescence. The lines reflect mean estimated splines for SES over the three developmental periods in order to show the overall trend of the sample and subgroups. In analyses, splines were estimated for each individual, and these individual trajectories were used to predict physical health problems (see Table 3 ). Median values for spline slopes in the full sample are .39, .12, and .35, for Splines 1, 2, and 3, respectively. Spline 1 (middle childhood) spans the years 1988 to 1991, Spline 2 (late childhood) spans the years 1991 to 1995, and Spline 3 (middle adolescence) spans the years 1995 to 1998. Lower mean SES during late childhood coincides with the 1991 economic recession in the United States. Trajectories of SES did not significantly differ by race in this sample of Black and White men, though levels of SES differed, such that the families of Black men had lower average SES than the families of White men at all time points. SES ϭ socioeconomic status.
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height and weight were objectively assessed at approximately Age 16. Results controlling for BMI in this subsample are shown in Table 4 and were similar to initial results controlling for observer reported overweight in the full sample (see Table 3 ). More serious health conditions only. To examine whether results are similar for only more severe health problems (i.e., not due to differences in physical health that may be less chronic and costly), we removed the less serious conditions of hay fever and migraines from the dependent variable of physical health problems. This sensitivity analysis revealed similar results: Each SES spline (e.g., time period) continues to be an independent predictor of physical health at follow-up (all bs ϭ Ϫ1.4, ps Ͻ .05); race and intercept (i.e., SES at the beginning of the study) remain nonsignificant predictors of physical health; and initial health (b ϭ .32, p Ͻ .05), childhood and adolescent overweight (b ϭ .20, p ϭ .01), and concurrent SES (b ϭ Ϫ.27, p Ͻ .05) continue to significantly predict physical health.
Access to health care. To examine whether results may be due to differences in access to health care (e.g., men may underreport diagnoses, our outcome variable, if they are not aware of diagnoses due to lack of access to medical care), we also ran analyses controlling for self-reported access to health care in the past 2 years. Specifically, men were asked at follow-up whether they did not seek medical care at any point in the past 2 years because it was too expensive or not covered by insurance. Fiftyfive men (17.8%) in our sample (39 Black, 16 White) reported lack of access to care in the past 2 years. When entered into the full model (Model 3, Table 3 ), whether or not men had access to medical care in the past 2 years was not a significant predictor of adult physical health diagnoses (b ϭ 2.8, SE ϭ .16, p ϭ .08) and did not alter conclusions concerning the association between upward social mobility and physical health (b ϭ Ϫ1.3, SE ϭ .26, p Ͻ .01).
Examining an alternative measure of socioeconomic deprivation. Lastly, we examined an alternative measure of SES that was computed across childhood and adolescence, which measured the boys' socioeconomic deprivation by counting the presence or absence of the following indicators of socioeconomic hardship: (a) family receiving public assistance, (b) single-parent household, (c) any parent unemployed more than 4 months in the past year, (d) highest parent education below completion of high school, and (e) parental occupation of semiskilled worker or less. This deprivation measure was highly correlated with the Hollingshead Index (r ϭ Ϫ.66). Results were similar to results above for the Hollingshead Index of SES; decreasing SES deprivation (e.g., improvements in SES) from childhood to adolescence was significantly associated with fewer reported health conditions at follow-up (b ϭ .44, SE ϭ .15, p Ͻ .01, and b ϭ .31, SE ϭ .11, p Ͻ .01, for Blacks and Whites, respectively). Also, consistently, the intercept (SES deprivation at Age 7) was not a significant predictor of adult physical health (b ϭ .14, SE ϭ .13, p ϭ .27, and b ϭ .18, SE ϭ .11, p ϭ .09, for Blacks and Whites, respectively). Despite similarities in conclusions, it is notable that statistical models are not identical. For example, the pattern of change in SES deprivation does not show a cubic pattern (whereas Hollingshead SES does), perhaps in part due to restriction of range (e.g., tracking change in a count variable with a maximum score of 5); thus, developmental splines before and after the recession could not be tested.
Moderation by race. The estimated effect of upward social mobility on physical health burden was almost identical for Black and White participants (b ϭ Ϫ1.7, SE ϭ 1.0, and b ϭ Ϫ1.6, SE ϭ 1.0, respectively), and comparison of slopes at each developmental period revealed that each of the three slopes were statistically indistinguishable, all ⌬ 2 s(1) Ͻ 1.4, p Ͼ .23. Thus, race did not moderate the effect of social mobility on physical health. Larger improvements in family SES were beneficial for all men.
Discussion
These results provide the first prospective evidence that relatively greater positive changes in SES during childhood and adolescence is associated with attenuated development of physical health problems by adulthood. The protective effect of upward social mobility on physical health was independent of race, baseline childhood SES, current adult SES, childhood physical health, and informant reports of overweight in childhood and adolescence or objectively measured BMI. Upward social mobility for each of the three time periods examined here independently predicted physical health burden by adulthood, suggesting that increases in SES protected against later health problems in an additive and statistically indistinguishable manner during each developmental period. Further, we examined changes in an alternative indicator of SES anchored to low SES (e.g., unemployment, receipt of public assistance) and also found that a quicker reduction in these indicators of low SES over time (e.g., greater improvement in SES) predicted fewer physical health problems.
Improvements in socioeconomic circumstances early in life almost certainly predict better physical health in adulthood through myriad biological and psychological pathways, although it is notable that studies explicitly testing such pathways are rare (Chen & This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. Miller, 2013; Matthews, Gallo, & Taylor, 2010) . Similarly, this study cannot test whether changes in candidate biomarkers (e.g., IL-6 specifically for inflammatory diseases) are related to changes in SES or changes in disease status. Instead, this study provides strong evidence of temporal precedence; relatively larger improvements in SES precede individual differences in diagnosed physical health problems in men. Although we cannot examine biological pathways to disease, we do examine presence of disease rather than a precursor to or correlate of disease outcomes. These findings also outline the SES differences that exist between Black and White families in the United States, which often extend across generations. Relative to Whites, Black participants tended to live in lower SES families through childhood and adolescence, and exhibited lower SES in their early 30s. Hence, race differences in SES persisted over all years and both generations studied here. However, trends of upward social mobility and associations between social mobility and health were similar across racial groups, suggesting that improvements in socioeconomic circumstances may reduce youths' risk for developing physical health problems across racial lines, thereby having the potential to reduce physical health disparities by SES for both Blacks and Whites. This lack of moderation by race is in contrast to some data suggesting that improvements in SES (perhaps especially education; Shuey & Willson, 2008) are less beneficial for Blacks compared with Whites. This effect, which is often referred to as "diminishing returns" for Blacks, does not appear particularly robust in prior literature examining changes in SES (e.g., Farmer & Ferraro, 2005) , though such studies are rare. However, this effect has been found for many disease outcomes (e.g., diabetes) when data are examined cross-sectionally, with SES measured at one point in time (Braveman, Cubbin, Egerter, Williams, & Pamuk, 2010) . Hence, although there are racial disparities across socioeconomic gradients, it is still unclear whether improvements in SES are equally beneficial for the health of Blacks and Whites, and this study suggests that the attenuation of disease risk that accompanies upward mobility is statistically indistinguishable in this sample of Black and White men.
These findings may suggest methodological considerations for the literature linking childhood SES to adult physical health. In this sample, examining dynamic changes in family SES across childhood and adolescence was a better predictor of the emergence of physical health problems by adulthood than a static or aggregated baseline measure of childhood SES. Disaggregating such effects is a unique contribution of the current prospective study. Although dense longitudinal data are not available in many studies, it will be important to see whether these results replicate where data are available, as the current prospective data suggest the importance of change in SES across childhood and adolescence with no special status for the earliest assessments of SES. Further, isolating social mobility during childhood and adolescence, and measuring physical health later in life when more medical conditions are present, appears to be fruitful, and it may prove useful for future studies to examine whether social mobility shows stronger associations with physical health as individuals age and the rate of diseases and diagnoses increase.
This study has strengths, including prospective reports of family SES across childhood and adolescence, a data analytic strategy that captured dynamic changes in SES across development, the ability to control for health and weight in childhood, a racially diverse sample, and a health outcome that measured presence of disease. The method for examining upward mobility in this study also allowed us to examine relative upward/downward mobility between people across three distinct time periods. In contrast, many previous studies examining social mobility have grouped together all participants who increased in SES and compared them with those who decreased without quantification of degree of increase or decrease, and often excluding participants in the middle who did not meet criteria for "increasing" or "decreasing" by study definitions. This study also captured the natural occurrence of a recession that shuffled the relative upward mobility of families in our sample, allowing us to examine the effects of upward mobility across significantly different macroeconomic trends and distinguish these effects from the stable traits of individual families (e.g., findings cannot simply be due to stable differences in personality, intelligence, or work ethic of parents).
These data also have limitations. Although our sample was diverse in terms of race and SES, we studied only men, and these results may not generalize to women. The sample was limited geographically, in that all participants grew up in and around the city of Pittsburgh and attended public school in the first grade. Participants also self-reported diagnoses during a health history interview, so there could be reporting errors in our outcome measures and existing health problems may have gone undetected. However, we attempted to address this methodological limitation by statistically controlling for access to health care in the past 2 years, and statistical conclusions were unchanged. Additionally, previous studies have found high agreement ( ϭ .74 -.92) between self-reported and physician-reported diagnoses, and we found that participants' medical regimen matched the relevant self-reported health condition in every case in this study. Participants were also relatively young when physical health was measured (Age 32), so many diseases may still be undiagnosed or subclinical, and different patterns of results may be seen at later ages. Notably, however, more than 60% of the sample reported at least one diagnosed significant physical illness, suggesting that presence of disease was not particularly rare despite the relatively young age of this sample.
Despite these limitations and issues of generalizability, these results contribute to the literature by prospectively showing that not only moving up but also how quickly one's family moves up the socioeconomic ladder predicts the burden of physical disease developed by adulthood. These effects were equivalent across race and independent of families' SES at study entry. Further, this effect was linear within each time period and not based on the grouping of participants into trajectory categories or extreme groups (e.g., we did not simply compare those going up to those going down), consistent with data showing a monotonic relationship between SES and health.
Conclusion
If the families of Black and White boys are upwardly mobile during childhood and/or adolescence, it may attenuate their risk of physical disease. In this prospective study, the association between rate of increase in parental SES and better physical health is additive across childhood and adolescent time periods, and is independent of stable family factors (as it was not always the same families moving up at the same rate). We found no evidence that This document is copyrighted by the American Psychological Association or one of its allied publishers.
the association between upward mobility and physical health differ by race. Improvement of socioeconomic conditions during childhood and adolescence may help to prevent the development of costly health problems and have the potential to reduce SES-health disparities for both Black and White men.
